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Abstract
Objectives: To explore the impact of structural integration on homecare quality.
Methods: A case study in an organisation comprising a before–after comparison with baseline and four follow-up measurements during 
1994–2009, using interviews with clients (n=66–84) and postal inquiries to relatives (n=73–78) and staff (n=68–136).
Results: Despite the organisational reform involving extensive mergers of health and social care organisations and cuts in staff and   
service provision, homecare quality remained at almost the same level throughout the 15-year follow-up. According to the clients, it even 
slightly improved in some homecare areas.
Conclusions: The results show that despite the structural integration and cuts in staff and service provision, the quality of homecare 
remained at a good level. Assuming that the potential confounders did have inhibiting effects, the results suggest that structural integra-
tion had a positive impact on homecare quality. To obtain firmer evidence to support this tentative conclusion, further research with a 
randomised comparison design is needed.
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Introduction
A lack of and need for integration of homecare for 
older  people  is  widely  acknowledged  in  policy  and 
research in many countries [1–4]. Integrative arrange-
ments in homecare are justified by claiming that they 
bring benefits to older people in terms of improved 
quality  of  life,  functional  ability,  and  care  quality 
[5–9].  Moreover,  integration  of  homecare  services 
is assumed to bring benefits to other stakeholders, 
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The lack of a commonly accepted definition of inte-
grated care is widely acknowledged [e.g. 27, 28]. This 
is natural, because the conceptualisation and mea-
surement depend on the differences in the context in 
which homecare is delivered. The provision of home-
care varies considerably between countries [21, 22] 
and the services range from help for housekeeping 
and daily living activities to nursing care at home, and 
emotional, psychological and social support to main-
tain independence and autonomy [21].
There are also large differences between countries in 
the  division  of  tasks  and  responsibilities  among  the 
staff, such as the role of GPs, nurses, social work-
ers, and managers, and in the education of homecare 
workers. The differences are determined by many fac-
tors, including organisation and funding (private–public 
mix), type of service provision and whether the inte-
grative arrangements stress processes or structures. 
In Finland the major part of homecare is delivered by 
multipurpose organisations which are publicly owned, 
financed and run. These organisations are (1) primary 
care health centres1, (2) social care organisations and 
(3) joint health and social centres as is the case in the 
site of our study.
Given these differences in homecare between coun-
tries, we have created a definition from several pre-
vious definitions [e.g. 2–4, 27, 28] to fit the specific 
homecare  context  and  the  purpose  of  this  paper. 
According  to  this  definition,  integrated  homecare 
is  a  coherent  and  comprehensive  set  of  services 
coordinated by a single management structure and 
delivered to older people to enable them to live in 
their own homes regardless of their dependence on 
help, care and other services. It includes funding, 
administration,  organisation  and  service  delivery 
designed  to  create  coordination  and  collaboration 
within and between the professionals, agencies and 
other actors in the health and social sector and their 
service provision as well as with other services, such 
as housing, barrier-free environment, transportation 
and culture, which are necessary for older people to 
cope at home and maintain at least some quality of 
life.
above all to service providers and financiers, who in 
a tax-based funding system comprise all tax-paying 
citizens. These benefits are assumed to be the con-
sequences of decreased use of hospital and other ser-
vices together with increased system efficiency and 
cost-effectiveness [8–11]. As Pieper [12, p. 26] points 
out, in any discussions concerning health and social 
system  reforms  ‘the  perspective  of  integrated  care 
is typically concerned with the quality of care’. How-
ever, our literature review shows that in the research 
on integrated homecare, the quality of life, functional 
ability, cost-effectiveness [8, 9], use of hospital and 
other health services [8, 9, 13, 14], and reduction of 
costs or cost containment [14] have received much 
more attention as outcome indicators than quality of 
homecare.
Numerous  studies  have  examined  different  integra-
tive  arrangements  in  homecare,  without  relating 
them to quality of care. The most commonly studied 
arrangements in these studies are various coordinat-
ing  activities,  partnership  working,  interdisciplinary 
collaboration,  team  work,  joint  working,  networking, 
care and case management and other coordinating 
roles  [2–7,  15].  Thus,  the  integrated  arrangements 
and delivery of homecare has often been the focus 
of research, but not their outcome in terms of quality. 
Homecare quality has also received much attention 
in research, but again without relating it to integrative 
arrangements [15].
Finnish studies [15–20] that have explored the impact 
of  integration  on  homecare  quality  have  identified 
the  following  deficiencies:  staffs  are  too  hasty,  not 
enough time for the client, lack of psychosocial sup-
port, insufficient help with clients’ errands, cleaning, 
and supporting mobility at home. On the other hand, 
attributes  of  good  quality  homecare  according  to 
these studies include: good interaction between cli-
ent and staff, enough time for the client, continuity, 
safety and reliability of care, and adequate medica-
tion, nursing procedures and social support. Similar 
attributes have been found in studies conducted in 
other countries [21, 24–26]. The Finnish studies have 
measured homecare quality from the perspectives of 
clients, relatives and professionals [15–20]. To con-
clude, considering the richness of studies either on 
quality or integration of homecare, it is striking how 
little the relationship between these two phenomena 
has been investigated.
Given  this  background,  the  aim  of  this  article  is  to 
explore the impact of structural integration on home-
care quality. Only some results from a larger follow-up 
study  [the  Kuopio  project,  16–20]  on  integration  of 
homecare and its outcomes will be reported here.
  2
1 The Finnish primary care health centres are multipurpose organisa-
tions. Their service provision includes primary medical services by GPs 
and nurses; health protection and preventive services; rehabilitation; men-
tal health outpatient services; home health care consisting mostly of home 
nursing; health centre hospitals; dental care and monitoring of health of 
the local population [31, 32]. When the health and social care organisa-
tions are joined (merged) as happened in the site of our study, the service 
provision is much more extensive, also including social care services, e.g. 
child protection and those social services which belong to homecare such 
as homemaking, housekeeping, and providing emotional and psychosocial 
support [15].International Journal of Integrated Care  – Volume  11, xx xxx – URN:NBN:NL:UI:10-1-101458/ijic2011-21 – http://www.ijic.org/
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Organisational context and site
Finnish  municipalities  have  a  statutory  obligation  to 
arrange  health  and  social  services  including  home-
care for their residents [31, 32]. They can fulfil this duty 
either by producing services through their own organi-
sations or by purchasing them from other municipalities 
or from private or third sector (not-for-profit) providers. 
Despite the increasing privatisation, the public sector 
municipalities are still the main providers of homecare 
in Finland [15, 33]. In addition, they also control the 
major part of private provision of homecare through 
purchases  and  by  monitoring  service  quality.  In  the 
1990s the Finnish municipalities initiated an extensive 
merger process of primary level health and social care 
organisations [15, 32, 34], including homecare, which 
has continued up to the present. The site of this study 
was among the first to start this trend by merging its 
entire health and social care systems, including home-
care, as shown in Figure 1. The site is a city of just over 
92,000 inhabitants located in eastern Finland.
The reasons presented by the Finnish municipalities 
for merging their health and social sectors have often 
been efficiency arguments related to the municipali-
ties’ shrinking economy and needs for cost contain-
ment.  These  were  also  the  reasons  underlying  the 
decision made by the city council of our site to merge 
its health and social sectors, including homecare, as 
can be seen in the objectives set up by the city council 
for the merger in question (see Figure 1). According to 
this reasoning, integrated structures remove boundar-
ies between professions, units and other actors, and 
create  and  promote  other  forms  of  integration,  e.g. 
integrative processes, such as coordination, informa-
tion sharing, interdisciplinary teams and other forms of 
collaboration. Consequently, they are expected to pro-
duce positive outcomes in terms of homecare quality, 
reduced gaps and overlaps in service provision and 
hence increased  cost-effectiveness, productivity and 
cost containment.
Figure 1 depicts the type and magnitude of the organi-
sational reform, including mergers, the impact of which 
on homecare quality is examined in this article. The 
reform was implemented in the 1990s. The city council 
set up 11 objectives in 1992, which can be grouped into 
four categories: (1) streamlining or rationalising and 
flattening  the  organisational  structure;  (2)  improving 
coordination,  interdisciplinary  cooperation,  collabora-
tion and information sharing within and between units; 
(3) improving cost-effectiveness and productivity; and 
improving the quality of services, especially from the 
clients’ perspective [34, p. 100; 35, p. 3–5].
As seen in Figure 1, all municipally provided health 
and social services including homecare were gradually 
transferred ‘under one administrative roof’, in Leutz’ 
terminology  [36].  In  1993,  the  separate  municipal 
health and social boards, which are important policy 
making, controlling, and evaluation bodies at strategic 
policy  making  level  (part  of  local  democracy),  were 
combined, as was the operative level management of 
both sectors with their top executives (CEOs), gover-
nance and fiscal departments, including a single joint 
budget  (pooled  funding).  Strict  financial  frames  are 
set and compliance with them is controlled by the city 
council and the combined municipal health and social 
Figure 1.  Organisational structure at the primary level of municipal health and social care before and after the merger in the site of this study.This article is published in a peer reviewed section of the International Journal of Integrated Care  4
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comprising practitioners, managers, researchers and 
teachers from the health and social sectors. Studies 
[e.g. 21, 23] published after the constructions of our 
questionnaire  have  applied  partly  similar  concepts 
and measures. The expert consensus indicates face 
validity of both our definition of homecare quality and 
its  measure.  In  addition,  several  other  studies  [e.g. 
5–7, 24–26] on homecare quality published after the 
construction of our instrument have identified similar 
characteristics of homecare quality. They also provide 
some evidence of the content validity of the items of 
our measure. To ensure the comparability of different 
measurements, the same questionnaire was used for 
all groups, with different wording when necessary, and 
in all five sub-studies.
Study design
There  were  several  reasons  for  a  long  15-year 
follow-up.  As  described  above  the  mergers  were 
implemented gradually in the 1990s (see Figure 1). 
Moreover, it takes a long time for outcomes to appear 
especially  after  an  extensive  organisational  merger 
involving  different  professional,  organisational  and 
work cultures [e.g. 34] as in our study. This has been 
even the case in smaller-scale integrative processes 
[e.g. 5].
At baseline (1994) it was not possible to find a munici-
pality for a matched comparison setting, e.g. with simi-
lar relevant characteristics of population and homecare 
clients. Nor was a randomised comparison design with 
several  municipalities  possible,  because  the  merger 
wave had just begun [15, 32, 34]. Therefore, a non-
randomised before–after design was used with base-
line measurements serving as a point of comparison 
(‘control’).  The  study  design  comprised  a  15-year 
follow-up  with  five  cross-sectional  case-studies:  the 
baseline measurement was in 1994, with follow-ups in 
1997, 2000, 2003, and 2009.
Subjects and data collection
To  get  a  multifaceted  picture  of  homecare  quality, 
three different groups of important stakeholders were 
chosen;  clients,  relatives  and  staff,  based  on  the 
stated inclusion criteria. The clients had received reg-
ular homecare for at least six months, were aged 65 
years or over, and had the cognitive ability needed for 
the interview. Such relatives of clients were recruited, 
who had observed the homecare of their elderly rel-
atives  and  were  able  to  evaluate  its  quality;  these 
included relatives of clients who could not be inter-
viewed. Homecare staff assisted in finding and recruit-
ing the clients and relatives. The staff members were 
recruited from among those who worked regularly in 
board. Funding is mainly public, the major part coming 
from municipal tax revenue.2
The two service units of home healthcare (A in Figure 
1) and home help (B) were merged during 1994–1995 
and a joint homecare unit (C) was established to replace 
the two previous ones. After the merger, the integrated 
structures of the health and social sectors cover func-
tions from the highest sectoral policy-making echelons 
(municipal health and social board) down to the prac-
tice level of service delivery, the new homecare unit (C 
in Figure 1). To summarize: integrative arrangements 
of homecare comprise structural integration in forma-
lised, horizontal and vertical forms [37] manifested in 
single units at all levels of the unified municipal health 
and social care system.
Methods
Definition and measurement  
of homecare quality
Homecare quality is considered here to be an outcome 
of  the  integrative  structural  arrangements  described 
above. An instrument to measure it was developed in 
the baseline study in 1994 [16]. At that time no appro-
priate  measure  of  homecare  quality  was  available. 
Therefore, theories and measures of service quality in 
general [e.g. 39] were applied for defining and measur-
ing quality. We assumed that high-quality care satisfies 
the needs for care and assistance of care-dependent 
older people living in their own homes. This approach 
emphasises  the  responsiveness  and  sufficiency  of 
care from the client perspective. For this article, only 
three aspects of the broad concept of homecare qual-
ity were chosen: (1) sufficiency of care and time given 
to the client; (2) responsiveness to clients’ needs; and 
(3) quality of the guiding, counselling and informing of 
clients.
These  aspects  were  measured  with  several  items 
(Tables  3–6)  and  their  face  validity  was  determined 
by the expert consensus of a multidisciplinary team 
2 Health service organisations and their management at primary level in 
Finland are exceptionally decentralised [31], perhaps the most decentralised 
in the whole world [32]. The strong self-government related to this decentrali-
sation is determined by the Constitution and implemented by the municipal 
decision-making bodies (Figure 1) representing municipal self-government/ 
local democracy. Finnish municipalities have extensive duties and obligations 
to provide health, social and other welfare services, education, cultural ser-
vices and physical infrastructure at local level and also the right to levy taxes 
to cover the costs of providing these services. The major part of the health and 
social services are run and funded publicly by municipalities and supported 
with other funding. In 2008, for example, 35% of the total health care costs 
was funded by municipal taxes, 24% by national taxes, 15% by mandatory 
sickness insurance and 19% by households (out of pocket), and 7% from other 
sources (Facts about Social Welfare and Health Care in Finland 2010).International Journal of Integrated Care  – Volume  11, xx xxx – URN:NBN:NL:UI:10-1-101458/ijic2011-21 – http://www.ijic.org/
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Statistical methods
The three sum-scales presented in this article to mea-
sure  the  three  aspects  of  homecare  quality  investi-
gated were constructed from the items in Tables 4–6 
by factor analyses of combined client data for 1994 and 
1997. Internal consistency of the scales was estimated 
by Cronbach’s alpha, 0.60 being considered adequate. 
Two scales had good (0.87, 0.85) and the third accept-
able (0.64) internal consistency.
Changes in background characteristics and care qual-
ity  (outcome)  between  the  different  follow-ups  were 
estimated by χ2 test or by one-way analysis of vari-
ance (ANOVA) followed by Dunnett’s test to compare 
every subsequent year with the base-line year, 1994. 
In the case of ordinal scale variables, significant dif-
ferences  were  also  subjected  to  the  non-parametric 
Kruskal–Wallis  analysis  of  variance.  The  significant 
p-values shown in the tables and the figures were also 
significant at p<0.05 in the Kruskal–Wallis test, unless 
otherwise indicated. The numbers of respondents in 
all groups and in all measurements were sufficient for   
the methods applied in the data analyses. The SPSS 
Statistics 17.0 package was used.
Results
Background characteristics  
of respondents
The numbers of respondents and response rates of the 
three groups at different measurements are given in 
Table 1. Response rates were high, especially among 
the clients. Staff had the lowest response activity in the 
first (1997) and the last (2009) follow-ups (see the Dis-
cussion section), although even these rates were high 
for postal inquiries.
Despite the different numbers of respondents at base-
line  and  at  the  four  later  measurements,  the  back-
ground  characteristics  of  respondents  were  fairly 
similar in all groups throughout the 15 years (Table 2). 
In all sub-studies, the majority of clients were women, 
and widows and living alone. The mean age remained 
almost  the  same.  In  all  measurements  the  majority 
of clients needed home care because of illness, and 
26–53% had difficulties in mobility at home. The most 
significant differences between the clients’ background 
characteristics from baseline to last follow-up were in 
the percentage of clients needing care after 4 p.m.; this 
increased from 13% (1994) to 55% (2009), which is 
a consequence of targeting services to those needing 
much care and help. The average length of the time 
the clients stayed in homecare ranged from 3.8 to 4.7 
years.
homecare  in  direct  client  contact.  The  entire  home 
healthcare  staffs  (mainly  nurses)  were  recruited.  A 
sample of home help staff (homecare providers, coun-
sellors) was drawn from groups stratified according to 
geographic area using random or systematic random 
sampling with an interval of 2 or 3. In 2009, however, 
the questionnaire was sent to all employees because 
of particular circumstances of the time (see Discus-
sion section).3 
A structured questionnaire with the same questions for 
all three groups was used. Data were collected from rel-
atives and staff by postal questionnaires; one follow-up 
questionnaire was sent to non-responders except in 
2009, as mentioned above (see the Discussion sec-
tion). The interviewers filled in the questionnaire for the 
clients. Most of the interviewers were nursing students 
but in some sub-studies, social work students or health 
management students interviewed some clients. The 
students received training in interviewing techniques, 
and  were  given  information  about  the  questionnaire 
and the study. The questionnaire consisted of 29–32 
structured questions, most with several items, and 4–5 
open-ended questions, not reported in this article. Suf-
ficiency of care was assessed on a 1–3 point scale 
(Table 3). The other questions measuring homecare 
quality had a 5-point Likert scale ranging from strong 
disagreement to strong agreement. For statistical anal-
ysis, these responses were recoded from 1 to 4 and 
the  response  alternative  ‘undecided’  as  2.5  (Tables 
4–6, Figure 2a–c). Cases with missing values were 
excluded from the analyses.
Ethical issues
To  ensure  informed  consent,  letters  were  mailed  to   
clients to explain the study. Thereafter permission for 
an interview was requested by telephone and the right 
to refuse was emphasised. Relatives and staff received 
a letter explaining the study with the postal question-
naire.  Voluntary  participation  was  emphasised  to  all 
groups. The anonymity of respondents was ensured 
throughout the research process. Permission for the 
study was obtained from the City Council and the rele-
vant management. No permission by an external body 
was required. The researchers followed the guidelines 
on  research  ethics  issued  by  the  Finnish  National   
Advisory Board on Research Ethics.
3 GPs were not included because homecare managers (mostly nurses with 
master’s degrees) are responsible for homecare: GPs usually meet clients   
‘indirectly’  when  nurses  consult  them  concerning  clients’  medication  or  ill-
nesses. GPs do not usually make house calls: clients are taken to health and 
social centres for GP consultations or laboratory, X-ray and other tests. This 
practice differs from that in some other countries, where the importance of 
GPs’ involvement in the care of community dwelling older people is empha-
sised [e.g. 5 and 29].This article is published in a peer reviewed section of the International Journal of Integrated Care  6
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Table 2. Characteristics of respondents in 1994–2009
1994 1997 2000 2003 2009
Clients
Age: mean±SD 80±9 81±6 81±7 82±7 82±6
Gender: % women 88 78 85 81 76
Marital status: % widows 76 67 64 70 70
Living alone % 84 79 92 85 86
Self assessed health: mean±SD (5=best) 3.4±1.0 3.5±0.8 3.5±0.9 3.4±1.0 3.1±0.9
Difficulties with: %
  Mobility at home 53 26* 44 57 41
  Sight/hearing 14 11 6 22 21
  Memory loss 8 6 10 22* 20*
  Loneliness 20 5* 12 20 8
  Insecurity 0 2 4 22* 7*
  Mental problems 5 2 4 12 4
Self reported illness % 89 88 75* 80 70*
Receives care after 4 p.m. % 9 6 37* 41* 56*
Needs care
  Between 4 and 9 p.m. % 13 9 40* 40* 55*
 After 9 p.m. % 5 8 8 9 19*
Relatives
Age: mean±SD 61±15 52±11* 56±12* 59±11 59±9
Gender: % women 68 56 58 69 65
Marital status: %
  Single 9 15 3 14 9
  Married 73 64 78 72 73
  Divorced 8 7 12 9 13
  Widowed 0 14 7 5 5
Client’s relation to relative: % * * * *
  Spouse 23 6 1 6 1
  Parent 58 76 79 67 72
  Mother/father-in-law 0 1 0 4 8
  Other 19 17 19 23 15
Staff
Age: mean±SD 46±9 47±8 46±8 46±9 44±10
Gender: % women 100 100 100 99 99
Marital status:
  Single 10 6 2 9 5
  Married 70 82 80 80 82
  Divorced 12 8 16 7 11
  Widowed 8 5 1 4 2
Professional education: % * *
  Short course 23 18 10 9 1
  Vocational school 51 54 58 76 91
  Polytechnic/college 26 27 30 15 8
  University 0 0 2 0 0
Working time: % * * * *
  Full time, one shift 86 56 44 42 31
  Double shift 6 24 48 51 66
  Other, part time 8 21 8 7 3
Experience in years in the present position: mean±SD 12±7 12±8 12±7 12±7 12±9
*p<0.05 compared to 1994 (Dunnett’s test or χ2 test).
Table 1. Sample sizes and response rates in the baseline and four follow-studies (N=interviews planned/questionnaires sent, n=interviews/question-
naires completed, %=response rate)
Methods of data 
collection
1994 1997 2000 2003 2009
N n % N n % N n % N n % N n %
Interviews of clients   77   66   86   81   67   83   84   84 100   80   74   93   80   80 100
Postal inquiries to relatives   86   74   86 100   73   73 100   73   73 100   78   78 100   76   76
Postal inquiries to workers 105   84   81 104   68   65 100   87   87 100   76   76 207 136   66International Journal of Integrated Care  – Volume  11, xx xxx – URN:NBN:NL:UI:10-1-101458/ijic2011-21 – http://www.ijic.org/
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Most  of  the  relatives  were  daughters  of  the  clients 
in their 50s and early 60s. As to the staff, a notable 
change was in the proportion of those working dou-
ble shifts, which had increased significantly from 6% 
in 1994 to 66% in 2009. This increase is consistent 
with the increase in the number of clients who received 
care after 4 p.m. The effect of observed dissimilari-
ties in respondents’ characteristics within each group 
between baseline and last follow-up as potential con-
founders will be assessed in the Discussion section.
Homecare quality
Sufficiency of care
The  quality  of  homecare  was  conceptualised  and 
measured  first  as  sufficiency  of  the  amount  of  care 
and  help  provided  in  the  most  important  homecare 
domains presented by the items in Table 3. During the 
whole follow-up time, sufficiency was best, according 
to clients and relatives, in home healthcare (e.g. dis-
pensing  medicines,  giving  injections),  but  according 
to staff, it was best in nursing procedures (e.g. wound 
care, taking samples for testing). Assisting clients with 
two important activities of daily living (ADL), such as 
meals and personal hygiene was also considered to 
be highly satisfactory by all three groups throughout 
the follow-up period; staff especially considered per-
sonal hygiene to be adequate. Care and help was less 
sufficient in assisting clients with mobility at home and 
especially in discussions with clients (giving psycho-
social support). The sufficiency ratings on discussions 
with clients were unexpected, because staff evaluated 
Table 3. Items in the sum-scale measuring sufficiency of homecare assessed by clients, relatives and staff: means and standard deviations. (If the 
client needed assistance, then: 1=no assistance, 2=insufficient, 3=sufficient)
Type of care, assistance 1994 1997 2000 2003 2009
Assistance in instrumental activities of daily living (IADL)
Home making: cleaning client’s home
  Clients 2.5±0.7 2.6±0.7 2.1±0.9* 1.8±0.8* 2.4±0.8
  Relatives 2.6±0.8 2.5±0.7 2.1±0.8* 2.1±0.8* 1.9±0.8*
  Staff 2.6±0.5 2.6±0.6 2.1±0.7* 1.8±0.8* 1.7±0.8*
Performing client’s errands (e.g. shopping, pharmacy)
  Clients 2.7±0.6 2.7±0.7 2.3±0.9* 2.3±0.9* 2.4±0.9
  Relatives 2.6±0.7 2.7±0.7 2.5±0.8 2.5±0.8 2.2±0.8*
  Staff 2.8±0.4 2.8±0.4 2.3±0.7* 2.1±0.6* 1.5±0.7*
Assistance in activities of daily living (ADL)
Meals, eating
  Clients 2.5±0.8 2.8±0.6 2.7±0.6 2.7±0.7 2.9±0.4*
  Relatives 2.7±0.7 2.9±0.5 2.8±0.6 2.7±0.6 2.8±0.4
  Staff 2.8±0.4 2.8±0.4 2.8±0.4 2.9±0.4 2.8±0.4
Personal hygiene
  Clients 2.4±0.8 2.6±0.8 2.7±0.6 2.5±0.7 2.8±0.6
  Relatives 2.6±0.7 2.7±0.6 2.6±0.6 2.7±0.5 2.6±0.6
  Staff 2.9±0.3 2.8±0.4 2.9±0.3 2.9±0.3 2.7±0.4*
Mobility at home
  Clients 1.6±0.9 1.9±1.0 1.9±1.0 2.3±0.8* 2.5±0.8*
  Relatives 2.3±0.9 2.4±0.8 2.4±0.7 2.3±0.8 2.4±0.8
  Staff 2.4±0.5 2.4±0.5 2.2±0.4* 2.2±0.4 2.3±0.5
Clothing (e.g. laundry, ironing)
  Clients 2.4±0.9 2.6±0.7 2.3±0.9 2.3±0.9 2.7±0.7
  Relatives 2.3±0.9 2.6±0.7 2.4±0.8 2.4±0.8 2.9±0.4*
  Staff 2.6±0.5 2.5±0.5 2.3±0.5* 2.4±0.5* 2.3±0.6*
Social support (meeting psychosocial needs and related to psychosocial functional ability)
Discussions with client
  Clients 2.5±0.6 2.4±0.6 2.2±0.7 2.3±0.6 2.3±0.8
  Relatives 2.4±0.7 2.5±0.6 2.2±0.7 2.3±0.7 1.8±0.8*
  Staff 2.1±0.3 2.1±0.4 2.0±0.4 2.1±0.3 2.0±0.4
Home health care: home nursing
Nursing procedures (e.g. wound care, sampling for lab tests)
  Clients 2.4±0.9 2.9±0.5*,a 2.8±0.5*,a 2.7±0.7 2.8±0.6
  Relatives 2.8±0.6 2.7±0.7 2.7±0.7 2.8±0.6 2.2±0.8*
  Staff 2.9±0.2 2.9±0.3 3.0±0.2 3.0±0.2 2.9±0.3
Medication (e.g. dispensing medicine, giving injections)
  Clients 2.7±0.8 2.8±0.6 2.9±0.5 2.9±0.4*,b 2.9±0.3*,b
  Relatives 2.6±0.8 2.8±0.5 2.8±0.6 2.9±0.4 1.9±0.7*
  Staff 3.0±0.2 2.6±0.6* 3.0±0.1 3.0±0.1 2.7±0.5*
*p<0.05 compared to 1994 (Dunnett’s test). ap=0.056, bp=0.073, Kruskal–Wallis test.This article is published in a peer reviewed section of the International Journal of Integrated Care  8
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them lower in all measurements than did the clients. 
This reflects the differences in expectations concern-
ing discussions with clients and the criteria used to 
evaluate their sufficiency. Relatives also evaluated suf-
ficiency in this domain more highly than did the staff in 
all measurements except in the last follow-up, when 
there was a significant deterioration according to the 
relatives. Since 2000 there was a continuous reduc-
tion in sufficiency regarding help with the instrumental 
activities of daily living (IADL): in doing client’s errands 
(e.g. shopping, banking) according to all groups, and 
also in cleaning, with the exception of the last follow-up, 
when clients rated sufficiency in cleaning more highly 
than in the two preceding measurements. A deteriora-
tion in sufficiency in two domains was observed in the 
last follow-up: assistance in mobility at home, accord-
ing to clients and staff, and clothing (e.g. laundry, iron-
ing), according to relatives and staff.
Sufficiency  of  care  overlaps  the  three  other  items 
measuring homecare quality in the time given to cli-
ents (sum-scale in Figure 2a and its items in Table 4). 
These quality indicators were fairly stable throughout 
the follow-up period; there was only a small decrease 
according to all three groups in 2000, according to cli-
ents in 2003, and according to relatives in 2009 (Figure 
2a). The items in Table 4 show that clients perceived 
significant improvements from the baseline to the last 
follow-up in the item ‘homecare workers arrive at the 
time agreed’. The largest difference in clients’ and staff’ 
ratings was in the item ‘homecare workers are in a 
hurry’: the clients assessed the workers as much more 
hasty than did the workers.
Responsiveness of care
Responsiveness was measured by a sum-scale (Figure 
2b) calculated from the six items shown in Table 5. On 
this sum-scale, quality remained at the same high level 
throughout the follow-up period according to all groups, 
and clients assessed it as being much better than did 
the other two groups. Small fluctuations during the fol-
low-up time were found in some individual items (Table 
5). Clients and relatives perceived responsiveness as 
being best on the item ‘client received help needed’ 
whereas staff thought it was best on the item ‘client 
received help as promised’. The greatest deterioration 
in responsiveness during the follow-up time according 
to clients was on the item “homecare workers find solu-
tions to clients’ needs”, and according to staff on the 
item ‘client received the help requested’, whereas in 
clients’ ratings no deterioration was observed on this 
item.
Guidance, counselling and informing clients
Guiding, counselling and informing clients was mea-
sured  by  a  sum-scale  (Figure  2c)  formed  from  the 
five items shown in Table 6. Although the two other 
Figure 2.  (a–c) The sum-scales measuring the three dimensions of homecare quality as assessed by clients, relatives, and home care staff. 1=poorest, 4=best 
quality. In Figure 2c, client’s responses show significant differences between years (ANOVA p<0.001). *p=0.02, **p<0.001 compared to 1994 (Dunnett’s test).International Journal of Integrated Care  – Volume  11, xx xxx – URN:NBN:NL:UI:10-1-101458/ijic2011-21 – http://www.ijic.org/
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sum-scales (Figures 2a,b) indicate rather stable qual-
ity throughout the follow-up period, a major decrease 
in quality was noted on this dimension in the first fol-
low-up (1997; Figure 2c) according to clients and to 
some extent also according to relatives. Unlike clients 
and relatives, staff assessed this aspect of quality to be 
very good and also as the best in all measurements. 
Notably, staff reported that clients had been adequately 
informed especially at the first follow-up, and also in 
the other follow-ups (Figure 2c, Table 6).
To summarise: the level of homecare quality was best 
in responsiveness (Figure 2b, Table 5) and second best 
in guiding, counselling and informing clients except at 
the first follow-up in 1997 (Figure 2c,Table 6) and poor-
est in sufficiency (Tables 3 and 4). The sum-scales on 
responsiveness especially (Figure 2b) and to a large 
extent also the sum-scale on adequacy of time spent 
with clients (Figure 2a) show that quality stayed at the 
same fairly high level throughout the follow-up period. 
However, the sum-scale measuring guiding, counsel-
ling and informing clients (Figure 2c) shows a reduc-
tion in quality at the first follow-up (1997) according to 
the ratings of clients and relatives but not according to 
those of staff. There was also some fluctuation in staff 
ratings during the follow-up time in the individual items 
measuring  sufficiency  and  responsiveness  (Tables 
3–6).
Table 4. Items of care sum-scale measuring adequacy of time spent with clients assessed by clients, relatives and staff: means (4=best) and   
standard deviations
Items 1994 1997 2000 2003 2009
Home care workers have allocated enough time for the clients
  Clients 2.9±1.1 2.8±1.0 2.6±1.2 2.5±1.2 2.9±1.2
  Relatives 2.7±1.0 2.5±0.8 2.3±0.9 2.6±0.9 2.6±0.9
  Staff 2.9±0.6 2.9±0.7 2.6±0.7* 2.9±0.8 3.0±0.6
Home care workers are not in hurry
  Clients 1.9±1.1 1.8±1.1 1.7±1.0 1.8±1.0 1.9±1.2
  Relatives 2.1±1.0 1.8±0.8 1.8±0.9 1.9±1.0 2.0±0.8
  Staff 2.7±0.9 2.5±0.8 2.5±0.9 2.6±0.9 2.6±0.8
Home care workers arrive at the time agreed
  Clients 2.9±0.1 3.2±0.8 3.4±0.9* 3.3±1.0 3.4±1.0*
  Relatives 3.2±0.7 3.0±0.7 2.9±0.7* 3.2±0.8 3.0±0.7
  Staff 3.3±0.6 3.3±0.6 3.2±0.6 3.3±0.7 3.2±0.6
*p<0.05 compared to 1994 (Dunnett’s test).
Table 5. Items of responsiveness sum-scale, assessed by clients, relatives and homecare workers: means (4=best) and standard deviations
Type of care and assistance 1994 1997 2000 2003 2009
Client has received help needed
  Clients 3.6±0.6 3.7±0.6 3.5±0.8 3.6±0.8 3.6±0.7
  Relatives 3.4±0.8 3.2±0.7 3.1±0.6 3.3±0.8 3.1±0.7
  Staff 3.1±0.6 3.2±0.6 3.1±0.5 3.3±0.6 3.1±0.7
Client has received help requested
  Clients 3.4±0.8 3.7±0.5 3.4±0.9 3.5±1.1 3.5±1.8
  Relatives 3.2±0.8 3.1±0.6 2.8±0.7* 2.9±0.9 2.9±0.7*
  Staff 2.8±0.7 2.9±0.6 2.5±0.8* 2.6±0.8 2.5±0.8*
Client has received help promised
  Clients 3.6±0.7 3.7±0.7 3.6±0.7 3.6±0.8 3.6±1.0
  Relatives 3.2±0.8 3.1±0.9 3.3±0.9 3.3±0.8 3.3±0.8
  Staff 3.6±0.5 3.6±0.6 3.6±0.6 3.6±0.6 3.6±0.6
Home care workers recognise client’s needs
  Clients 3.4±0.9 3.3±0.7 3.4±0.9 3.2±0.9 3.3±0.7
  Relatives 2.7±1.0 2.8±0.8 2.8±0.8 2.9±0.9 2.8±0.9
  Staff 2.9±0.5 2.9±0.7 3.1±0.6 2.9±0.6 3.1±0.6*
Home care workers understand client’s life situation
  Clients 3.4±0.7 3.5±0.7 3.5±0.6 3.5±0.7 3.6±0.7
  Relatives 3.1±0.9 2.7±0.8 3.0±0.8 3.1±0.8 3.3±0.8
  Staff 3.0±0.7 3.1±0.7 3.3±0.6* 3.2±0.6 3.4±0.6*
Home care workers find solutions to client’s needs
  Clients 3.5±0.8 3.2±0.8 3.2±0.9 3.4±0.8 3.2±0.7
  Relatives 3.1±0.8 2.8±0.7 2.8±0.6 3.0±0.8 2.9±0.7
  Staff 2.4±0.5 2.6±0.8 2.7±0.6* 2.6±0.6 2.8±0.5*
*p<0.05 compared to 1994 (Dunnett’s test).This article is published in a peer reviewed section of the International Journal of Integrated Care  10
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Some differences between the groups were revealed 
in  their  quality  assessments. They  were  greatest  in 
the  sufficiency  evaluations  and  quality  assessments 
regarding  guiding,  counselling  and  informing  clients 
(Tables 3–6). One noteworthy group difference con-
cerned the item ‘client received the help requested’: 
there was a significant deterioration in this item since 
2000 according to staff and to some extent also accord-
ing  to  relatives,  but  not  according  to  clients.  Differ-
ences were also found in assessing the haste of staff 
as well as guidance, counselling and informing clients; 
in all these cases the clients perceived quality as being 
lower than did the staff.
Discussion
The purpose of this article was to explore the impact of 
structural integration on the quality of homecare. The 
design was a before–after comparison with five mea-
surements during a 15-year period. A matched or ran-
domised comparison setup would have provided more 
reliable evidence of whether the structural integration 
of homecare improves its quality. Unfortunately, such 
designs were not possible at baseline (1994). However, 
along follow-up period combined with a before–after 
design without a matched comparison group does no 
allow drawing firm conclusions. A major problem in this 
respect is identifying the impact of potential confound-
ers (‘co-intervention’).
The  major  possible  confounders  derive  from  the 
shrinking economy of the municipality, which was the 
most important change in the environment of the stud-
ied homecare organisation. It compelled the site to 
reduce staff, as shown by the staff/client ratio, which 
was 0.23 in 1994 but only 0.12 in 2009. Another con-
sequence of the shrinking economy was the limiting 
of eligibility for municipal homecare by targeting it at 
older people with the greatest needs for assistance 
in personal activities of daily living (PADL) and instru-
mental activities of daily living (IADL). Consequently, 
the share of those clients with poor functional abili-
ties  and  multiple  care  needs  increased,  which  can 
be seen in Table 2 as the increased share of clients 
receiving care for 24 hours per day. The effects of 
cuts in staff and services are visible in respondents’ 
sufficiency evaluations of care and assistance. From 
2000, sufficiency decreased continuously up to the 
last follow-up, according to all groups, in doing clients’ 
errands, discussing with clients, dressing clients and 
cleaning their homes.
Other potential confounders may have affected respon-
dents’ evaluations of homecare quality. First, respon-
dents’ expectations regarding quality were likely higher 
in  the  last  follow-up  than  at  baseline  because  the 
younger client cohorts may expect and demand bet-
ter quality than older ones [15]. Second, the improved 
education of homecare workers may have broadened 
their view on homecare quality and the criteria used by 
them in assessing quality. Finally, there have recently 
been  heated  public  discussions  concerning  older 
peoples’ homecare, showing increased concerns and 
demands of relatives for better homecare.
Table 6. Items of sum-scale of guidance, counselling and informing clients; assessed by clients, relatives and staff: means (4=best) and standard 
deviations
Type of care, assistance 1994 1997 2000 2003 2009
Home care workers tell clients about services available
  Clients 2.8±1.1 2.2±1.2* 2.7±1.1 3.0±1.0 3.2±0.9
  Relatives 2.8±1.0 2.8±0.8 2.9±0.9 2.8±0.9 3.0±0.9
  Staff 3.1±0.7 3.1±0.6 3.1±0.7 3.1±0.6 3.1±0.7
Home care workers say whom the services are meant for
  Clients 2.7±1.1 1.9±1.1* 2.6±1.1 3.0±1.0 3.0±0.9
  Relatives 3.0±0.8 2.6±0.7* 2.7±0.7 2.8±0.9 2.7±0.7
  Staff 3.0±0.8 3.0±0.6 3.0±0.8 3.0±0.7 3.0±0.6
Home care workers tell how to get services
  Clients 2.7±1.0 1.9±1.1* 2.7±1.1 3.0±1.0 3.3±0.8*
  Relatives 3.0±0.8 2.1±0.7* 2.7±0.8* 2.9±0.8 2.7±0.9*
  Staff 3.0±0.8 3.0±0.6 3.0±0.8 3.1±0.7 3.0±0.7
Home care workers give guidance in health matters
  Clients 3.1±0.9 2.5±1.2* 3.2±1.0 3.2±1.2 3.4±0.8
  Relatives 3.0±0.8 2.9±0.8 3.1±0.7 3.0±0.8 3.1±0.6
  Staff 3.1±0.6 3.3±0.6* 3.2±0.5 3.2±0.6 3.3±0.6*
Home care workers help the client to maintain contacts with other people
  Clients 2.6±0.9 2.2±1.2 2.6±1.2 2.7±1.5 2.9±1.1
  Relatives 2.7±0.8 2.5±0.9 2.6±0.7 2.5±1.0 2.7±0.7
  Staff 3.0±0.7 3.2±0.7 2.9±0.7 3.0±0.7 3.0±0.8
*p<0.05 compared to 1994 (Dunnett’s test).International Journal of Integrated Care  – Volume  11, xx xxx – URN:NBN:NL:UI:10-1-101458/ijic2011-21 – http://www.ijic.org/
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of structural integration. This is because these merg-
ers further deeper integration which, in turn, has ben-
eficial  impact  on  care  quality.  This  reasoning  gains 
some support from a recent Finnish study conducted 
in 43 municipalities [15]. It shows that municipalities 
with an integrated home care structure (e.g. merged 
health and social care units) also used other forms of 
integration more often than did municipalities without 
integrated  homecare  structures.  These  other  forms 
included integrative processes, such as shared infor-
mation  systems,  information  sharing,  joint  care  and 
service planning, interdisciplinary assessment teams 
and other forms of interdisciplinary collaboration.
Results which are in line with those of previous stud-
ies [e.g. 15–21, 23, 40] provide lessons for practice. 
For  example,  homecare  sufficiency  was  evaluated 
most critically in this and in some other studies [e.g. 
40]. Accordingly, it may be concluded that the follow-
ing services need improvement because of insufficient 
provision:  discussions  with  clients,  assistance  with 
client’s  errands  and  mobility  at  home,  cleaning  and 
to  some  extent  dressing  (e.g.  laundry  and  ironing). 
Discussions  with  clients  are  important  in  mediating 
psychosocial support and satisfying clients’ psychoso-
cial needs, especially considering that loneliness is a 
severe problem for older people with restricted mobil-
ity who are living alone [41], as were most clients in 
this study. Cleaning is often considered unimportant 
in homecare, as also indicated by the extensive cuts 
in  municipal  cleaning  services  in  the  site.  However, 
from the perspective of clients’ quality of life, cleaning 
is important, as shown by a recent study conducted 
in five countries. It found that ‘a clean and tidy home’ 
was an essential indicator of good-quality homecare, 
because it had a remarkable positive impact on clients’ 
quality of life [21].
Our results also show that in some cases clients, rela-
tives and staff use different quality criteria and perceive 
sufficiency and quality of homecare differently. Overall, 
clients evaluated homecare quality as being better than 
did staff and relatives. The group differences in service 
sufficiency evaluations in this study are consistent with 
those reported in earlier studies [e.g. 40], showing that 
professionals assess sufficiency lower than do clients. 
These results suggest that homecare quality should be 
evaluated also from the perspectives of all important 
stakeholders, i.e. clients, relatives and staff, as in this 
study, not only using clinical outcome measures.
Conclusions
Our  results  should  be  seen  as  tentative  due  to  the   
methodological weaknesses discussed above. However,   
they allow some conclusions to be made with caution. 
One  methodological  issue  concerns  the  lower  staff 
response rate at the last measurement (2009) when no 
follow-up questionnaire was sent. This was because 
the staffs were going through a difficult time for due 
to the planned cost containment, including compulsory 
unpaid layoff for two weeks planned to occur just before 
the 2009 measurement. Eventually, the layoff was can-
celled because the staffs were needed to deal with the 
sudden swine flu epidemic in the region. Despite the 
cancellation, the threat of a payoff probably worsened 
the work climate and staff morale and hence reduced 
their motivation to answer the inquiry in autumn 2009.
The staff response rate (65%) was also lower in the first 
follow-up (1997) than at baseline (81%) and in 2000 
(87%). Before the first follow-up (1994–1997) exten-
sive organisational reform was in progress, involving 
mergers at different levels of the health and social care 
system, as described above. Such reforms are difficult 
to implement, especially because of staff resistance 
[34,  35].  The  acrimony  and  resistance  among  the 
health professions were visible in this reform [34, 35]. 
However, the last follow-up showed that despite staff 
resistance and other difficulties in implementation, the 
reform has been rather successful in terms of main-
taining homecare quality regardless of cuts in staff and 
homecare provision.
In this article, we have tried to answer the question 
‘what  happens  to  homecare  quality  in  different  time 
periods  (stages)  after  a  large  organisational  reform 
involving extensive mergers of health and social care 
units and their whole organisational and policy-mak-
ing environment?’ (Figure 1). The main results show 
that  despite  extensive  mergers  of  health  and  social 
care organisations and the cuts in staff and services, 
quality of homecare was almost stable throughout the 
follow-up period in most areas investigated. In some 
areas there was even a small improvement in quality,   
e.g.  in  the  recognition  and  understanding  of  client’s 
needs, and in possibilities to find solutions for them, 
especially  according  to  the  clients.  These  are  very 
positive outcomes and consistent with the efforts to 
increase client orientation in homecare during the last 
years. A negative outcome was the reduction in qual-
ity in guidance, counselling and informing clients as 
perceived by clients and relatives at the first follow-up 
(1997). Likely reasons for this finding are the changes 
implemented in the site during the period 1994–1997 
in  homecare  delivery,  especially  in  the  locations  of 
service units. These changes may have increased the 
need for information among the clients, but decreased 
the opportunities or even the ability of staff to inform 
clients adequately.
Assuming the potential confounders do have inhibiting 
effects, the results actually suggest a positive impact This article is published in a peer reviewed section of the International Journal of Integrated Care  12
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Despite organisational changes and cuts in staff and 
services, homecare quality was at the same high level in 
the last follow-up (2009) as at baseline (1994) in most of 
the investigated areas. According to clients, quality, sur-
prisingly, slightly improved. Thus, structural integration 
with massive organisational mergers had not impaired 
homecare quality, as had been assumed by some pro-
fessionals in the early stages of the merging process. 
Moreover, taking into account the financial and other 
constraints that had caused cuts in staff, these results 
suggest that structural integration may improve home-
care quality. This is because it removes obstacles from 
interdisciplinary  collaboration  and  creates  favourable 
conditions for deeper integration. However, to be suc-
cessful, structural integration with organisational merg-
ers requires strong change management. This was not 
the case in the early phase of the merger process [e.g. 
34, 35]. Integrative structural measures can bring ben-
eficial outcomes to clients in terms of care quality, and 
to providers and financiers in terms of cost effective-
ness. This is indicated by the reduced staff-client ratio, 
although the needs and demands for care rose due 
to the increase in the number of clients with complex 
needs requiring much care and assistance.
To  get  firmer  empirical  evidence  to  support  these 
tentative conclusions, further research is needed. To 
avoid  the  methodological  problems  encountered  in 
this study, a randomised comparison design should be 
used. Such a design, e.g. cluster randomisations with 
several municipalities, would now be possible because 
many municipalities have recently merged their home 
health and social care units [15, p. 94; 32].
The Finnish solution to integrate with extensive merg-
ers of health and social service units [15, 32] is not 
enough to ensure comprehensive homecare for older 
people. Taking a holistic view of older people, many 
other services are needed besides health and social 
care, such as housing, easy-access or barrier-free liv-
ing environments, transport, libraries and other cultural 
services, as well as access to leisure activities and out-
ings [21, p. 170]. Full integration in terms of compre-
hensive high-quality homecare requires that municipal 
homecare agencies also coordinate these services.
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